Sir, Discoid lupus erythematosus (DLE) is the most common form of chronic cutaneous LE (CCLE). It usually presents as single or multiple erythematous scaly plaques which later develop atrophy, scarring, and hypo and/or hyperpigmentation. Photo-distributed areas such as the face, scalp, ears, and extensor aspect of upper limbs are commonly involved. Strictly unilateral but multifocal distribution of discoid rash over the face is very unusual.
A 13-year-old girl presented with erythematous rash involving the right side of her face for the last 6 months. She had mild photosensitivity and occasional itching on the plaques. On clinical examination, there were multiple plaques present over the forehead, lateral wall of nose, cheek, and chin [ Figure 1a and b]. Careful examination of plaques over the forehead, philtrum of lip, and chin suggested that the lesions were strictly demarcated to the right side of the face with a sharp cut off in the midline. The plaques had minimal induration in the centre with prominent follicular plugging in few of the lesions [ Figure 1b , inset]. There was no scaling, atrophy, scarring, or pigmentry alteration in the lesions. Other parts of the body and mucosa were not involved. There were no joint pains or any other systemic complaints. There was no history suggestive of sunlight exposure to the right side of the face selectively while traveling. We considered differential diagnosis of DLE, polymorphous light eruption, and pseudolymphoma. Histopathological examination of skin biopsy showed focal epidermal atrophy with basal cell degeneration [ Figure 2a ]. Hair follicles showed keratotic plugging and marked damage to basal cells of follicular epithelium along with infiltration of lymphocytes and histiocytes extending up to lower dermis. Special staining with PAS revealed deposition of
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Letters to the Editor mucin in the dermis [ Figure 2b ]. Her anti-nuclear antibody titer (IF microscopy on Hep 2 cells) was negative and other routine investigations including hemogram, urine microscopy, liver and renal function test were normal. A diagnosis of DLE was made based on morphology of lesions and typical histopathological findings. She was prescribed oral hydroxychloroquine 200 mg daily along with mid potency topical corticosteroids and sun protective measures. With this treatment she had around 80-90% improvement in the form of decreased infiltration and erythema over the next 4 months.
In a majority of the CCLE patients, lesions are multiple and present bilaterally. However, sometimes CCLE can have very atypical presentations which makes the diagnosis difficult leading to delayed diagnosis and adverse sequel. [1] [2] [3] [4] [5] Unilateral involvement in CCLE has been reported in the form of either single focal persistent plaques over eyelids [1, 2, 5] or single linear long erythematous plaque extending along the length of the limb [3] or as multiple lupus profundus lesions arranged in a single linear distribution commonly along the blashko line. [4] These cases of focal or linear DLE are rare and long-term follow-up is lacking. Therefore, it is difficult to comment whether there is any difference in their prognosis compared to the usual DLE cases.
Our case is unusual as the patient had multiple lesions over the face which were strictly localized to the right side but were not appearing to be present in an exactly linear fashion. One of the plausible explanations which can be forwarded is selective photoexposure to one side of the face. However, detailed history and probing for such exposure did not reveal anything significant. Moreover, the midline cut-off of the lesions over the forehead and chin cannot be accounted for by selective photoexposure. We propose that in this case the lesions were present along multiple closely placed curvilinear blashko lines over the 
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Co-occurrence of Monilethrix and Type 1 Diabetes Mellitus
Crocker. [1] Several genetic studies have suggested that monilethrix is likely caused by a hair keratin mutation. The most common mutation is the E413K mutation in hHb6. Autosomal dominant monilethrix is caused by mutations in hair keratin genes KRT81, KRT83, or KRT86, whereas in autosomal recessive form, mutation in the desmoglein-4 gene (DSG4) has been reported. [2] Monilethrix occurs mainly on the scalp with eyelashes, eyebrows, axillary, pubic, and limb hairs occasionally affected. Lanugo hairs are normal in the neonatal period. When terminal hairs start appearing, nodes begin to form along the hair shafts at regular interval of 0.5-1 mm. Unlike our case, the short and stubble brittle hairs are more prominent on the occipital region and the nape of the neck and are seen emerging from the top of the horny follicular papules. Apart from short, sparse, fragile, nongrowing hairs, affected patients may have keratosis pilaris, koilonychia, and rarely, systemic disturbances such as mental and physical retardation, syndactyly, cataract, teeth, and nail anomalies. [3] No association has been found between monilethrix and type 1 DM even after extensive literature search. The basic pathophysiology behind this association may be involvement of common genes that could be inherited with incomplete penetrance; therefore, further clinical studies would be needed for confirming definite association.
Sir, A 14-year-old girl child, a known case of type I diabetes mellitus (DM), presented with complains of sparse hairs over scalp since birth that gradually became denser with age. Her younger brother had similar complains with no history of type 1 DM in any of the other family members. On examination, the patient had sparse lusterless hairs, which was more prominent over the frontal, temporal, and parietal regions of the scalp [ Figure 1 ]. Sparse axillary and pubic hairs were present. Multiple follicular papular lesions were present all over the scalp. Dermoscopic examination (Dino-Lite premier AM3013T nonpolarized, Contact type; ×50 magnification, connected to a computer with inbuilt camera for taking photographs) showed few hairs with uniform spindle-shaped nodes and intermittent constrictions (internodes) [Figure 2a ]. Few hairs showed translucent areas at regular intervals [ Figure 2b ]. Fractured hairs were seen. Patient was diagnosed to have monilethrix with type I DM, and was started on topical minoxidil 5% and multivitamins, following which the patient showed little improvement.
The word monilethrix is derived from Latin "monile" meaning "necklace" and the Greek "thrix" meaning "hair." The first case of monilethrix was described by Walter Smith in 1879 but the term "monilethrix" was coined by Radcliff
